Introduction
Inflammatory myofibroblastic tumor (IMT), also known as inflammatory (myo)fibroblastic pseudotumor or inflammatory pseudotumor, is a rare benign neoplasm, often mistaken for malignancy or teratoma. The exact etiology of IMT is unknown, though it is suggested to occur secondary to infection, trauma or surgery. It can be located in the entire body and has a preference for children and young adults. The differential diagnosis consists of teratoma, liposarcoma and lymphoma. Up to date, therapy consists of radical surgery with long-term follow-up. In this article we describe a case of abdominal IMT with clinical, surgical, radiological and histological features and present a review of the relevant literature.
Case Report
A 28-year-old woman was referred to our hospital because of abdominal pain and weight loss. During 4 weeks she had lost 15 kg in weight because of postprandial pain. She had pre-existent constipation, but no rectal bleeding, nor did she experience any night sweating. Physical examination did not show any anomalies except a left paraumbilical palpable mass. Ultrasound revealed a 6-cm hypoechogenic tumorous mass with sharp margins. A CT scan of the chest and abdomen showed an inhomogeneous round tumor of 73 × 61 mm with sharp margins and with hypodense fatty components in combination with enhancing soft tissue. The mass was located mesenterially, ventrally of the musculus iliopsoas with surrounding enlarged lymph nodes (maximum diameter 12 mm) ( fig. 1 ). Differential diagnoses like teratoma, liposarcoma or IMT were suggested. An additional PET scan revealed paratracheal lymph nodes which were interpreted as reactive, and the known left paraumbilical mass with only capsular FDG uptake. Ultrasound-guided biopsies were taken which revealed spindle cell proliferation with a mixed inflammatory cell infiltrate, in which immunohistochemical analysis showed positivity for vimentin, pankeratin (not uniform), and focally smooth muscle actin and calponin, suggesting an IMT.
Given the clinical presentation and the pathological findings, it was decided to perform an explorative laparotomy with total resection of the tumor. Macroscopic inspection showed a tumor with a diameter of 10 cm with a smooth capsular outer surface ( fig. 2 ). Due to locally aggressive growth, both a section of the colon and the jejunum had to be resected. Microscopy showed a mesenteric tumor comprising diffuse, not sharply delineated and unencapsulated spindle cell proliferation with lymph node involvement per continuitatem but without involvement of the colon or jejunum and without atypia. This spindle cell proliferation was accompanied by a cell-rich mixed inflammatory infiltrate with for instance many plasma cells, lymphocytes and eosinophilic granulocytes. The tumor contained centrally a large area of necrotic debris, maybe fat necrosis. Immunohistochemical analysis did not reveal signs of a specific spindle cell tumor, carcinoma or malignant lymphoma ( fig. 3) . The diagnosis was IMT (differential diagnosis: primary fat necrosis surrounded by a pseudocapsule of extensive reactive fibrosis with organization). The postoperative period was uncomplicated and the patient could be discharged from the hospital after 4 days.
Discussion
IMT, also known as inflammatory (myo)fibroblastic pseudotumor or inflammatory pseudotumor, is a rare benign neoplasm, often mistaken for malignancy or teratoma. The etiology of IMT is unknown, though it is suggested to occur secondary to infection like mycobacteria, Epstein-Barr virus, cytomegalovirus, actinomycetes, nocardia or an autoimmune reaction [1] [2] [3] [4] [5] . Furthermore it has been described after trauma or surgery, which was not the case in our patient [5] [6] [7] . IMT occurs at any age, though it is mainly described in children and young adults [7] .
IMT most commonly involves the lung and orbit, though it has been described in nearly the entire body. Known cases of abdominal IMT include the liver, pancreas, mesentery, retroperitoneum, diaphragm, bladder, kidney, adrenal gland, esophagus, stomach, small intestine, colon, appendix and Meckel's diverticulum [8, 9] . Clinical presentation is variable according to the location of the tumor. These nonspecific symptoms can include fever, weight loss, abdominal pain or palpable abdominal mass with nonspecific laboratory findings such as iron deficiency anemia [3, 7, 10, 11] . Like its clinical presentation, the appearance on CT scan is variable. After contrast enhancement, moderate or marked homogeneous or heterogeneous enhancement is seen in the solid part of the tumor [11, 12] . The mass has well-defined margins. Non-enhancement, calcification and fatty components have been described [12] . Because of the high uptake of tracer in IMT on PET scan, IMT is often difficult to differentiate from other neoplasms [11] . The differential diagnosis includes lymphoma, soft tissue sarcoma, metastatic disease and benign fibrous mesenteric tumor [13] .
Histologically IMT is characterized by myofibroblastic spindle cells and inflammatory cells consisting of lymphocytes, histiocytes and eosinophils [1, 2, 14, 15] . Staining for smooth muscle and vimentin are positive [5, 15, 16] . Furthermore IMT contains both B and T cells, in contradistinction to lymphomas, which contain only (clonal) B or T cells [17] .
The treatment of abdominal IMT consists of complete surgical resection; moreover, this will confirm the diagnosis IMT by histological examination [18, 19] . Adjuvant therapies have been used without great success, though for local recurrences or inoperable tumors, radiotherapy and chemotherapy consisting of cisplatin, doxorubicin and methotrexate may be indicated [1, 15, 18] . Because of a significant local recurrence rate, long-term follow-up is mandatory [19] .
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